In the United States, there are inequalities in all aspects of healthcare. The Campinha-Bacote Model of Cultural Competence in the Delivery of Health Care Services was used to design, implement, and evaluate a nutrition counseling graduate class focusing on improving cultural competency. Each assignment and activity addressed one or more constructs of the model. Examples included participation in a simulation to stimulate self-awareness, assessing cultural competence of a health organization to improve knowledge, using respondent driven interview questions to develop skills, and conducting a nutrition assessment of an individual across cultures. Students significantly improved (P<0.001) each aspect of the cultural competency model after completion of the course. The total competence score improved from "culturally aware" (score of 68.7 at pre-) to "culturally competent" (score of 78.7 at post-).
Introduction
In the United States, heath care disparities plague health professionals. Inequalities exist in regard to access to healthcare, delivery of quality healthcare as well as health outcomes. Substantial health inequalities exist based on age, gender, race, ethnicity, education, income, disability, residence, and sexual orientation. In order to address this concern, professional organizations, institutions of higher education, and accrediting agencies involved in health care have focused on individual and organizational cultural competency as one line of attack. The Office of Minority Health (2014) defines cultural and linguistic competence as "a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables effective work in cross-cultural situations. " Substantial population shifts also intensify the need for health care professionals to acquire culturally respective health care practices. According to the US Census Bureau (2014) , beginning in the1970s the United States has been moving toward a cultural plurality, where no single ethnic group is a majority. By 2050, non-Hispanic whites will become less than 50 percent of the total population of the United States. This population shift creates a myriad of health care challenges since each racial and ethnic group has unique linguistic patterns, cultural traits, and health profiles. In order to prepare future nutrition care professionals to work effectively with diverse populations groups, the Campinha-Bacote Model of Cultural Competence in the Delivery of Health Care Services was used to design, implement, and evaluate a nutrition counseling graduate class focusing on improving cultural competency.
Research Design

Purpose of the Study
The premise of this pre-and post-comparison study was that an interactive course exposing students to theoretical and practical knowledge about cultural competence would be useful in improving culturally sensitive skills. The objective was to determine the effects of the course on the five constructs of the Campinha-Bacote Model as well as perceived cultural competence.
Conceptual Model and Educational Design
The Campinha-Bacote Model of Cultural Competence in the Delivery of Health Care Services (2014) looks at cultural competence as a process in which the healthcare professional continually strives to work effectively within the cultural context of a client (family, individual or community). "It is a process of becoming culturally competent, not being culturally competent." Five interdependent constructs of this model include cultural awareness, cultural knowledge, cultural skill, cultural encounter, and cultural desire. Cultural competence is influenced by working on any of these areas and strengthens the impact of the others on the journey towards cultural competence. Research of this model indicates that cultural encounters plays a pivotal role in the process having the greatest influence on the other four constructs. The following describes the constructs of this model and the specific learning experiences focusing on each construct used in the graduate classes. Although learning modules addressed one specific construct, one could make the case that individual learning activities likely addressed several constructs. An overview of constructs and learning experiences can be found in Table 1 .
Cultural awareness is defined as "the deliberate self-examination and in-depth exploration of our personal biases, stereotypes, prejudices and assumptions that we hold about individuals who are different from us" (CampinhaBacote, 2007) . The goal of lessons and activities focusing on this construct was to develop an awareness of the cultural beliefs and values that influence conscious and unconscious thoughts and understand that these attributes create a bias of acceptable behavior. For one learning experience, students prepared and discussed collages illustrating cultural factors influencing their perceptions of the world. In order to challenge assumptions, students participated in Barnga, a simple card game simulation in which players needed to negotiate cultural clashes based on different perceptions and rules (Thiagarajan, 2006) .
Cultural knowledge involves seeking and obtaining a sound educational foundation of diverse cultural groups regarding cultural values, health-related beliefs and practices and disease incidence and prevalence. As can be seen in Table 1 a variety of assignments and activities addressed this construct. In particular, the learning activities focused on cultural terms, cultural competency models, ethnopharmacology (scientific study of medicinal practices of cultural groups), cultural values, health disparities, organizational cultural competence, and in depth investigation of selected cultural groups focusing on ethnicity, disabilities, and lifespan issues.
Cultural skill is the ability to use appropriate cross-cultural communication skills to collect relevant cultural data and health histories and provide an appropriate and sensitive nutrition intervention. Students learned skills through, videos, readings, lectures, in class technique practices, and working with volunteer clients to practice cross-cultural interview techniques.
Cultural encounters with individuals from diverse cultural backgrounds encourage practitioners to appreciate alternative interpretations of reality and possibly question pre-existing beliefs about a specific cultural group. Encounters create opportunities to develop attitudes congruent with cultural competency, such as appreciation and respect. Throughout the course students participated in a variety of cross cultural encounters through readings, videos, presentations, cross-cultural interviews, and individual field trips. One component of the course was an eight-week book club. Students read The Spirit Catches You and You Fall Down -A Hmong Child, Her American Doctors and the Collision of Two Culture by Anne Fadiman and winner of the 1997 National Book Critics Circle Award for nonfiction. Students read assigned chapters, journaled answers to assigned questions, and participated in class discussions regarding their readings. Cultural desire is the motivation of healthcare professionals to engage in the process of becoming culturally competent. By valuing diversity practitioners are more likely to provide appropriate and compassionate service and meet the needs of their clients. During the course the importance of valuing the process desire was discussed. No activity was identified that could adequately address this construct.
Sample
Thirty-four students enrolled in two separate graduate classes participated in the spring of 2010 and 2011. All students were working on obtaining a Master of Science degree in Nutrition and Food Science with a concentration in nutrition education. Combined data indicated that 27 participants were 20-29 years old, 2 were 30-39 years old, and 5 were 40 to 49 years old. Racial data indicated that 28 were Caucasian, 5 were African American, and 1 was Asian. There were 3 male and 31 female participants.
Methods
IRB approval was granted from Montclair State University. All students were voluntary participants, and were notified of the experimental evaluation of the course. Participants signed informed consents. All data collection was done by research assistants and all evaluation forms were coded. Coded evaluation forms were made available to the instructor at the end of the course after students received their grades.
Evaluation
A pre and posttest using the Inventory for Assessing the Process of Cultural Competence among Healthcare Professionals -Revised (IAPCC-R), 2002, was used to measure overall cultural competency as well as the five constructs of the Campinha-Bacote Model. The IAPCC-R is a pencil/paper self-assessment tool and has a Likerttype scale with 25 items. Response options ranged from 1 (strongly disagree) to 4 (strongly agree). The total scale ranges from 25 to 100. A score of 25 to 50 indicates cultural incompetence, a score of 51 to 74 reflects cultural awareness, and a score of 75 to 90 specifies cultural competence, and a score of 91 to 100 designates cultural proficiency. This tool has been used extensively within the United States and has been tested for reliability and validity for health care professionals. Reliability studies conducted in 12 states have yielded an average reliability coefficient Cronbach alpha of .82 (Campinha-Bacote, 2007) .
A repeated measure ANOVA was used to analyze the results. In addition students were queried for their impressions of the effectiveness of the course on their overall cultural competency. Also journal entries regarding reading assignments and open -ended questions on the final evaluation provided qualitative evaluation data. Thirty-four students enrolled in two separate graduate classes participated in the spring of 2010 and 2011.
Results
Quantitative
Evaluation of cultural competency constructs of the Campinha-Bacote Model improved significantly after completion of the course. See Table 2 . The total competence score improved from "culturally aware" (score of 68.7 at pre-) to "culturally competent" (score of 78.7 at post-). The scores for each construct of the model also improved after completion of the course. In addition, students perceived that a course providing multiple interactive activities addressing constructs of this model was very useful. See Table 2 
Qualitative
Journals were submitted directly to the instructor and designed to allow reflection of readings and course content. Students used them to examine their own beliefs and biases. This qualitative feedback allowed the instructor to observe trends or changes in student opinions and reactions. The following are some excerpts from journal entries:
I was fascinated by what I have read so far about the Hmong and their culture. Living in only one section of the world, I have fallen victim to general prejudices that occur when we are introduced to something completely Clearly educational institutions have the ability to be a conduit for helping to meet these goals. The findings of this evaluation of two graduate nutrition counseling classes indicated that learning modules focusing on experiential learning activities and designed to address constructs of the Campinha-Bacote Model can help develop levels of cultural competence. These findings were in accord with empirical findings from studies of cultural competence workshops (McDougle, Ukockis, Adamshick , 2010), undergraduate and graduate courses focusing on cultural competence (Brathwaite, 2012) , and immersion in a different culture (Wright & Lundy, 2014) .
